MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ML

DEPARTMENT OF PUBLIC HEALTH AND WELFARE 042 - 1000 STATE FILE NUMBER
i i . imar {stration District No. ________________Registrar's No =
DO NOT WRITE rimary Registration - "] _
QN THIS STUB AMENDED 3 .
. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY Buchana.n ; a. S'lATEMissouri b. COUNTY BJ.Chanan admission)
b. CITY {If outside corporata limits, give TOWNSHIP only) Length of stay in 1b c. CITY

V5 300
Rev. 4/59

T Inside Limirs
TOSVN St. Joseph, 13 years 185vn St. Joseph, Ya ] No O

c. FULL NAME OF {If NOT in hoapital, give lacation) L Inside Limits d. STREET {If qutside, give lacatian) Retide on Farm

__]___;-_//_7 HOSPITAL O ADDRESS
2~ 7 WSITSIONDOA Meth Hosp. & Med. Contg¥ef %O 820 Locust Street Yo O Nogg

2 3. NAME OF DECEASED Finr Middle Last 4. DATE Month
{Typa or print)

DATE AMENDED

Day Year
OF
MORRILL H. . LUSTER DEATH December 13, 1963
5. SEX 6. COLOR OR RACE 7. Martled B Naver Married [] [0. DATE OF BIRTH | 9 AGE (last birthday) | IF UNDER | YEAR | IF UNDER 24 HR
i i . Month D. in.
Male White (Widowsd O Diverced O | Moy 91,1894 69 P[ Devr [Heu ] M
T0a. USUAL OCCUPATION (Glve Kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and stare of cowntry] | 12. CITIZEN OF WHAT COUNTIRY
during meost of working life, sven if retired) .
"Het, Mochanic Machanic Robinson, Kansas U.S,.A.
13a. FATHER’S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
William Luster Elizabeth Wicker Minnie May Luster
15. WAS DECEASED EVER IN L.S. ARMED FORCES? 18, SOCIAL SECURITY NO.” | 17. INFORMANT Daughter Addresa

(Yes.fo, or unknown) I [{1] ygwgtw wnr#o-tdnn of servi MI‘S . R.Obel't Patetit- St. . JOSBPh MO.

18. CAUSE OF DEATH (Enter only ona cavia per line INTERVAL BETWEEN
ET A

PART I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

-
z
w
=
3
O
Q
fa]

Conditions, if any, DUE TQ {b)
which gave rise to
above cause (a),
alating the under-
Iying cause last. OUE TO (¢}

FART 1. OTHER SIGHNIFICANT CONDITIONS CONTRIBUTING TO DEATH hut not relsted ta the ferminal PART 11l If deceased weos female was
divion given in PART | {a} thers a pragnancy in last 90 days.

IDY“] 0 Ne l O Unknown

19. WAS AUTOPSY . HAOMICIDE 20b. DESCRIBE HOW INJURY GCCURRED. (Enfer nature of injury in PART | or PART |1 of item 18.)
PERFORMED? a ] 8]
YES[O NO

20c. TIME OF Hour Maonth, Day, Year
INJURY a.m.
pom.

20d. INJURY QCCURRED 20c. PLACE OF INJURY [e.g., in or about home, | 204, CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ farm, factory, stress, office bidg., e1c.) ;
NOT WHILE AT WORK [] ‘a 7 . 7 yi

—+ Pl Lt
21. 1 atipaded the deceased frOn\_LALL?_zhl to and last saw pirvalive on_/#g_/él
Dg&occurrgd at 2 “’l ‘; AM _ m on the date ststed above, end to the best of my knowledge, from the cavser atated.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

7Y

{Degrea or title) 22h. ADDR P 22c. DATE
. ¢ XA )2
3b. DATE 23%. NAME OF CEMETERY QR CREMATORY 3d. LOCATION (City, tawn, or county}

Jn. . TIORT
"Hartat” | pec 18, 1963 | National Cemetery Leavenworth, Kansas

74. FUNERAL DIRECTOR ADDRESS 25. DATE RECD, BY LOCAL REG. |26, REGISTHAR'S SIGNATURE

Meierhoffer-Fleeman Inc., St, Joseph, Mo, lec . R0 63 %o, Pl Még

{Licerned Embalmer’s Statement on Reverse Side)

.0 . Benson ,MBcal cerniFication

SHOULD READ

USE BLACK INK
OR
TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




S

&,

Yt

\.

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by - ., Student Embalmer No.

working under my personal sypervision. P

Student Signed L/:'// %W
~

Signature of Student Embalmer .
Licensed Embalmer No. S (C//

. L ¢ £
: P. O. Address /45 ﬁé«%/ /’{

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. '@Jre to comply
with the above constitutes grounds for revocation of license). )

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
- If this body is not embalmed, fact should be so stated above.

-~




